AMERICAN 


JOURNAL OF SURGERY 


VoL. XXXV. 


OCTOBER, 1921 


No. 10 


CERTAIN POST-OPERATIVE COMPLICA- 
TIONS OF OPERATIONS ON THE 
THYROID GLAND. 

G. W. Critez, M.D., F.A.C.S., 

W. E. Lower, M.D., F.A.C.S., 

H. G. Stoan, M.D., F.A.C.S., 

B. I. Harrison, M.D., 


CLEVELAND, O. 


Attachment of the Scar to the Trachea. In cer- 
tain rare instances the scar becomes attached to the 
trachea at the point of drainage. An objectionable 
consequence of this scar is its rise and fall during 
swallowing, coupled, in some instances, with a slight 
pulling sensation. The complaint of the patient, 
however, is nearly always directed against the ap- 
pearance, rather than against the pulling sensation. 
After tracheotomy, the scar is sometimes attached 
closely to the line of healing of the opening in the 
trachea. In any case, such a scar is easily relieved 
by excision of the cicatricial down to the normal 
tissue, the separated fascia and muscle being ap- 
proximated so that a normal superimposed tissue in- 
tervenes between the trachea and the skin. The skin 
is closed with skin clips. The operation is slight; 
the discomfort negligible; the result invariably good. 

Unevenness of the Neck after Thyroidectomy, 
due to permanent absorption or displacement of tis- 
sue made by the long continued pressure of the 
growth. After the removal of a large deforming 
goiter which has left inequalities in the contour of 
the neck, the occasional patient develops an uncon- 
trollable longing for the perfect neck of her girlhood 
days; rather the girlhood days of her friends, for 
her own neck was always full, uneven, deformed. 
After years of skillful shading, draping, and posing, 
as skillful as the revealing and concealing adapta- 
tions of animals in struggle and survival, it is not 
unnatural that in these patients the sensibilities are 
so heightened, and the hope for a perfect neck is so 
intense, that special consideration is demanded. In 
such a case after every attempt has failed to per- 
suade the patient that she has already made a good 
bargain with fate we have reopened the neck, and 
have reflected back the skin rather widely so as to 
give an opportunity for sliding fascia or muscle and 
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transplanting fat from elevation to depression. In 
short, we have modeled a new neck which in its lines 
and depressions approximates as nearly as possible 
the neck of youth. 

Post-operative Hoarseness. In the occasional case, 
hoarseness persists. This is usually overcome spon- 
taneou-ly and very rarely remains permanent. In 
our earlier series, hoarseness was much more com- 
mon, and in every instance its cause could be traced. 
The most common cause was grasping or making 
traction on the nerves in the control of bleeding. 
The vessels in apposition with the recurrent nerves 
or the parathyroid would occasionally escape and 
retract, carrying their bleeding ends behind the posi- 
tion of the parathyroid, the blood meanwhile flow- 
ing freely, hiding the vessel. The securing of the 
bleeding end is aptly likened to catching a squid. No 
squid was ever more beclouded or more elusive than 
the bleeding superior or inferior thyroid artery. In 
the pursuit it is best to expose the spurting end and 
secure it alone. ° 

Another cause of hoarseness was the rough tear- 
ing out of the goiter with the finger from the side 
and from behind or the use of the large Kocher 
barbed forceps which gathered in the tissue in the 
neighborhood. Still another cause was the complete 
exposure of the recurrent nerve during the opera- 
tion, leaving it in contact with the process of heal- 
ing and cicatrization of the wound. 


Aphonia. Occasionally, a patient returns from the 
operatirg room, serene but voiceless; or after some 
days of clear voice, she becomes abruptly aphonic. 
With these psychic voice failures the surgeon gives 
himself no concern. In due course, the voice returns 
unheralded and as abruptly as it disappeared. As 
far as is krown, in but two instances in thyroidec- 
tomies has there been permanent aphonia. 


Singing and Thyroidectomy. A_ singer, with a 
gradually enlarging goiter, apparently is in a dilem- 
ma. If the goiter is left alone, there is the ever- 
present possibility that the voice will be affected; 
the strain on the vocal cords is increased. In any 
case the stage appearance is affected. On the other 
hand, there is the fear that the removal of the goiter 
will change the physical environment of the larynx 
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sufficiently to alter the quality of the voice, and the 
possibility of temporary huskiness or hoarseness 
after even the best planned operation, is increased 
in the case of a highly developed voice, and, of even 
more importance, in the case of a highly developed 
temperament. The surgeon’s burden of responsi- 
bility is increased by the consciousness that if the 
artist later loses prestige from any cause, even in- 
cluding the inevitable effect of increasing years, the 
blame will probably be placed upon the operation. 
However, by the avoidance of each of the dangerous 
maneuvers described above we now seldom note any 
essential alteration in the voice, even immediately 
after the operation. In fact, it has been our experi- 
ence that eve the singing voice is often more im- 
proved than injured; a certain tendency to flatness 
is replaced by resonance; certainly the flat, speaking 
voice, so commonly resulting from the pressure of 
the massive goiters, is greatly improved. Taken as a 
whole, we believe that the average effect on the voice 
is an improvement. 

Intermittent Respiratory Block. An inspiratory 
block occurring principally at night at irregular in- 
tervals is an occasional sequel. This is due to ab- 
ductor paralysis as a result of which the vocal cords 
are floated out by the current of expired air but block 
the incoming current of air in somewhat the same 
manner as the aortic valves block the blood from re- 
turning to the heart, or as the gates of a lock block 
the flow of water. The effect of this distressing 
complication is due more to the sensation of suf- 
focation and its resultant fear than to the actual 
want of air. Though asphyxia may occur, should the 
condition continue, the vocal cords may be clipped off 
in the center of their free margins leaving a free 
space for the exchange of air. 

False Alarms. For some time after thyroidec- 
tomy, the patient’s low thresholds lead to needless 
worries from mistaking an enlarged lymphatic gland 
for goiter; from mistaking pharyngitis or laryn- 
gitis for some feared “inward” trouble; from inter- 
preting worry and sleeplessness, resulting from nor- 
mal causes, as an “inward goiter”. Any local pain, 
stiffness, pull, hoarseness, depression or inequality 
may cause uneasiness or apprehension. Usually a 
word of reassurance given, however, only after a 
careful reexamination, is sufficient. 

Post-Operative Infection. Because of the large, 
loose, partially occupied space in the neck, following 
the removal of large thyroids; and in particular be- 
cause of the facility for the pooling of wound secre- 
tion under the clavicle and because of the necessity 


for drainage, infection is occasionally seen. We have 
found that on the first appearance of infection, it 
is best to open the neck widely and promptly and 
sterilize the entire field of operation by hot packs, 
and Dakin’s fluid; and making an early secondary 
closure in accordance with the method which was so 
extensively and successfully practiced in the war. 
The point of prime importance is immediate and 
wide opening and exposure of the entire wound to 
treatment. 

The Prevention of Post-Operative Enlargement 
of the Remaining Thyroid Tissue after the removal 
of colloid goiters or of colloid adenomata. After 
the removal of large, plain goiters, especially in obese 
women, the portion of the gland that is left open re- 
tains sufficient growth-energy to rebuild a goiter of 
large size within a few years. These patients are 
disappointed, and their confidence in reoperation is 
not easily established—nor should it be. Basing our 
practice on the easy control of endemic goiter by the 
administration of iodin, we now give iodin for not 
less than one year after thyroidectomy to all goiter 
patients excepting cases of exophthalmic goiter or 
of toxic adenomata. Thus far the redevelopment of 
plain goiters seems to have been effectively prevented 
by this measure. 

Thyroid Deficiency. In perhaps 1 out of 500 
cases, the thyroidectomy is followed by symptoms 
of thyroid deficiency. This complication is easily 
controlled, not by iodin, but by the intermittent ad- 
ministration of thyroid extract. In course of time, 
for some unknown reason, the symptoms of de- 
ficiency permanently disappear. 


ExXxopTHALMIC GOITER. 


There has always been a very considerable pro- 
portion of the profession, with large experience, 
who have insisted that a real rest cure, not a half- 
and-half one, is of infinite value in many of these 
patients, the great difficulty being that those of lim- 
ited means cannot resort to it, and its carrying out 
in a general hospital is almost impossible. It has 
also been admitted by most surgeons of experience 
that a period of rest in bed prior to operative inter- 
ference is always desirable, and there is no question 
that the rest which is insisted upon by the surgeon 
after he operates is an important factor in the ulti- 
mate recovery of the patient. As a matter of fact 
we are rapidly coming to the view that the thyroid 
gland in exophthalmic goiter has to be treated in 
different ways, depending upon the individual pecul- 
iarities of the case rather than upon any standard 
proposition, because in no other disorder of func- 
tion are the conditions of one patient so widely di- 
vergent from the conditions which may exist in 
another.—The Therapeutic Gazette. 
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OPERATIVE TREATMENT OF ACUTE 
DUODENAL HEMORRHAGES 
DANGEROUS TO LIFE. 

Pror. Dr. HANs FINSTERER, 

VIENNA, 


Until quite recent times, the rule laid down by 
Leube in 1897, von Mikulycz in 1897, and Grcenlein 
in 1906, held good, that in the treatment of acute 
stomach and duodenal hemorrhages, operation was 
more dangerous at the stage of acute hemorrhage 
than when the patient had recovered from the ane- 
mia. This doctrine was founded ‘on the fact that 
operation during the hemorrhage had more deaths 
resulting than the conservative treatment. 


As long as three years ago, and founded on my 
experience in eighteen cases of the most severe 
hemorrhages operated upon by me, I expressed the 
opinion that even during a hemorrhage dangerous 
to life, we should proceed to operate as soon as pos- 
sible if we have to deal with chronic ulcers pene- 
trating into the neighboring organs, the reason be- 
ing that the operation, even in such extremity, brings 
better results than the conservative treatment by 
which the erosion hemorrhages from large arteries 
can never be so positively checked as by resection. 
Since then, I have operated upon seventeen severe 
cases, so that I have now for reference 35 cases of 
operations at the stage of severest hemorrhage. 


Hemorrhages from duodenal ulcers are far 
more dangerous than those from ulcers of the 
stomach, therefore such cases should be operated up- 
on more quickly, at the seat of the ulcer. Certainly, 
in the case of an ulcer on the anterior wall, the 
hemorrhage may be of frequent occurrence, but as 
it comes only from one vessel of the duodenal wall, 
it may be treated internally, unless the patient be 
old with severe arteriosclerotic changes or luetic 
vascular affections. 


In more closely following the history of perforat- 
ed ulcers, we frequently hear that pain increased 
several days prior to the perforation, and that the 
stools were pitch-black. If we operate forthwith in 
such a case, at the beginning of the hemorrhage, we 
can, by such timely resection prevent the perfora- 
tion. Following is a very instructive case: 

A man of forty had been suffering from a stomach 
trouble for twenty years, and had been treated for 
nervous hyperacidity until a first hemorrhage, with 
hematemesis, and black stool for six days. Three 
years afterwards, there was a second hemorrhage, 
again with hematemesis and black stools. After 
three months, a third hemorrhage, again with black 


stools and vomiting. His condition improved on 
the following day, but the next day there was a new 
hemorrhage and syncope. After that, the stools 
were always black and thin. Three days later, 
hemorrhage once more, and a stool of pure blood, 
upon which the physician in attendance advised 
operation. 

At that time the patient was very pale; pulse 120, 
very small; blocd finding 2,016,000 erythrocytes, 
21,000 leucocytes, Fleischel 30, color index 0.9, 
blood pale, hydremic. 

In the evening of the same day, the operation was 
performed under local anesthesia with a one-quarter 
per cent. solution of novocain, seventy cubic centi- 
meters, and ether 40 cu. cm. as excitant. The 
stomach was hypertrophic, not dilated, its veins strik- 
ingly ectatic. There was a circumscribed fibrinous 
coating on the anterior wall of the duodenum, three 
centimeters distant from the pylorus. There, an ulcer 
was palpated. There were old adhesions between the 
duodenum and the gall-bladder. There were sev- 
eral stones in the gall-bladder. The stomach itself 
was empty, but the large and small intestine were 
entirely filled with blood, which shone through dark 
blue. 

I performed a resection of the duodenum, and of 
half the stomach, and a typical anastomosis, end-to- 
side. The course ran very favorably, and complete 
cure ensued. It is now nearly eighteen months 
since the operation, the patient has been quite free 
of any trouble, and has increased 15 kilograms in 
weight. 


The specimen showed a transverse and deep ulcer 
in the anterior wall, three centimeters distant from 
the pylorus, and had, at its bottom, only the thin 
serosa layer, and was therefore on the point of per- 
forating. 


The perforation from a bleeding ulcer on the an- 
terior wall may sometimes come about so rapidly that 
only an immediate operation can prevent it. The 
following is an example of this: 


A man of 53, who had been suffering for 19 
years from a stomach trouble, with the typical symp- 
toms of duodenal ulcer, felt particularly severe pains 
for a period of three weeks preceding a syncope. At 
the same time, a severe hemorrhage from the intes- 
tines appeared, no less than a bedpan full of bright 
red blood. 


The immediate operation advised by his physician 
was refused by the patient. On the next day, a pro- 
fessor of internal medicine was called in consulta- 
tion, who, adhering to the old doctrine not to operate 
in acute hemorrhages, was against the operation, so 
long as the patient had not recovered from his ane- 
mia. After 24 hours, perforation of the ulcer, with 
diffuse peritonitis, ensued. The operation was not 
performed until ten hours after the perforation, un- 
der generally bad conditions (pulse 130, very small). 

It was done under local anesthesia, and forty 
cubic centimeters of ether administered in drops. 
There was a large perforation in the anterior wall 
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of the duodenum, and much of the stomach con- 
tents were in the abdominal cavity. The large in- 
testine was full of blood, and the upper small intes- 
tine quite drained of blood. Suturing over the per- 
foration was impossible. The pylorus was ligatured, 
and posterior gastro-enterostomy performed, over- 
suturing with omentum, then drainage. Death en- 
sued after twenty-four hours. 


This patient’s life would certainly have been saved 
if he had followed the advice of his physician, and 
had been operated upon at once. The hemorrhage 
from the ulcer on the anterior wall was certainly 
not fatal, moreover, it was already checked at the 
time of the operation, probably, because of the re- 
duced blood pressure due to the anemia and the 
perforation. It is clear that an older person, with a 
severe anemia, cannot recover from a diffuse peri- 
tonitis in addition. 

The hemorrhages from the flat ulcers on the an- 
terior wall may not only be very severe, but may be 
repeated with the same intensity. I cite an instance 
of this, also: 

A woman of 64 has passed through 18 severe 
hemorrhages of the stomach and the intestine in 
the course of 24 years. They were so very severe 
that she had repeatedly been quite drained of blood. 
Six weeks after the last hemorrhage she was brought 
. to operation with severe secondary anemia, after she 
had vomited almost everything for many weeks 
previous. 

At the operation, under splanchnicus anesthesia, 
I found a greatly dilated stomach, and an ulcer of 
the anterior wall of the duodenum; the posterior 
wall was completely free. Resection of the duo- 
denum, and half of the stomach was very easy in 
this case, and the subsequent course was favorable 
in spite of the severe anemia. The woman in- 
creased considerably in weight, and feels perfectly 
well. 

This case is particularly significant in estimating 
the cause of the hemorrhage. After the long dura- 
tion of the affection, a chronic callous ulcer was to 
be assumed. Before the operation, therefore, the 
hemorrhage might have been attributed to a pene- 
trating ulcer. We might also utilize the case as an 
example of the fact that repeated hemorrhages from 
penetrating ulcers can cease even without operation. 
However, the operation showed that in this case 
only hemorrhages from a flat ulcer of the anterior 
wall had to be dealt with. 

In an ulcer of the posterior wall of the duodenum, 
the danger of hemorrhage is particularly great on 
account of the proximity of the pancreatico-duo- 
denal artery. As a rule, this vessel crosses the 
posterior wall of the pars superior of the duodenum 
two centimeters distant from the pylorus, and ad- 


jacent to the posterior wall, protected only by the 
peritoneal cover of the pancreas. It is clear that 
even a small penetrating ulcer which rapidly spreads 
deeper down may lead to a fatal hemorrhage by eros- 
ion of this artery. But an erosion of the main trunk 
itself is not necessary,—the erosion of even a larger 
pancreatic artery is enough to kill, as proven in 
numerous autopsies. 

It has been repeatedly pointed out that hemorr- 
hages from penetrating ulcers of the stomach as well 
as of the duodenum may cease spontaneously, and 
that therefore it is not necessary to adhere firmly to 
an operation during the hemorrhage. I gladly con- 
cede that such hemorrhages can cease spontaneously, 
since in a penetrating ulcer of the posterior wall the 
hemorrhage may proceed from the erosion of a ves- 
sel of the ducdenal wall itself, just as in an ulcer of 
the anterior wall,—but this is not proof that the 
hemorrhage proceeded from an eroded vessel of the 
ulcer floor, perhaps from the main trunk of the ar- 
teria pancreatico-duodenalis and had ceased spon- 
taneously. 

In this connection, very instructive is a case upon 
which I operated, not on account of the acute hemorr- 
hage, but on account of acute perforation peri- 
tonitis. 

A woman of 71 had had stomach trouble for 
eight years. A rather severe hemorrhage preceded 
the perforation about a week, but she did not con- 
sent to an operation proposed. At the operation, 
performed under local anesthesia fifteen hours after 
the perforation, we found a perforated ulcer of the 
anterior wall of the duodenum with a hole of half 
a centimeter, and besides this, a second ulcer of the 
posterior wall penetrating into the pancreas and cal- 
lous thickening of the pancreas. 

The procedure was: Suturing over the ulcer, 
ligature of the pylorus and alinement with the liga- 
mentum teres. Posterior gastro-enterostomy, irriga- 
tion of the abdomen with physiological solution of 
common salt. The operation lasted forty minutes. 
In spite of the patient’s generally bad condition 
(pulse before the operation palpable only after a 
saline infusion, cyanotic) and advanced peritonitis, 
healing progressed without complications, and since 
then the woman has been in perfect health, and looks 
well. 

If this case had been submitted to operation before 
perforation, it is doubtful whether the second ulcer 
on the anterior wall had been found as well as the 
large ulcer penetrating inte the pancreas. In this 
the proof might, naturally, then have been seen by 
the fact that the hemorrhage from the penetrating 
ulcer of the posterior wall had been spontaneously 
checked. 
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It is only quite exceptionally that a particularly 
large duodenal ulcer which extends toward the liver 
porta, may come to an erosion of the arteria hepatica 
and fatal hemorrhage. 

Anatomically, it is shown that, as a rule, the fatal 
hemorrhage is observed only with the ulcers of the 
posterior wall of the duodenum which penetrate into 
the pancreas. The question would therefore arise 
whether we are able to establish the seat of the ulcer 
clinically. A positive differentiation is scarcely pos- 
sible unless a positive roentgen finding with distinct 
“niche” is present. However, to establish the seat 
of the ulcer on the anterior wall of the duodenum, 
the circumstance may be utilized that the ulcer trou- 
bles, present for many years, recur at long intervals, 
and hence have a pronounced periodical character, 
and that the pain is not intolerable even at the time 
of the attack and may be checked by morphine, while 
the ulcer penetrating deep into the pancreas, espec- 
ially when it spreads to the ligamentum hepato-duo- 
denale scarcely ever has periods entirely free from 
pain, and the attacks of pain themselves are so vio- 
lent that they carinet be checked by morphine. There- 
fore, if in the case of a person suffering for a long 
time from an ulcus duodeni, the pains have at last 
become unendurable, and are almost uninterrupted, 
it coming to an acute hemorrhage, we may, with 
great probability of being correct, say, that this 
hemorrhage originates from a penetrating ulcer of 
the posterior wall of the duodenum, by which the 
danger is present of an erosion hemorrhage out of a 
large pancreatic vessel, although there may also be 
the possibility of a hemorrhage from a smaller duo- 
denal vessel at the edge of the ulcer. 

As the prognosis of the operation is primarily de- 
pendent on the degree of anemia, it is apparent 
that the earliest possible operation is to the patient’s 
interest. If the anemia has progressed so far that 
even after the stoppage of the hemorrhage, when, 
therefore, no more blood is lost, the patient succumbs 
to the injurious consequences of the anemia, the 
operation can effect no cure. Therefore, it is ad- 
visable to bring the patients to operation before they 
have lost too much blood. 

Of the various methods of operation, I have, 
hitherto, employed two: 

First, the indirect arrest of hemorrhage by com- 
plete exclusion of the ulcer (ligature of the pylorus 
with simultaneous gastro-enterostomy) and com- 
pression of the duodenum by a large tampon. 

Second, resection of the ulcer, with direct ligature 
of the bleeding vessel. 


The first method is certainly simpler and ‘sure of 
success provided that a sufficiently large tampon is 
laid on the duodenum, by means of which the latter 
is afterwards pressed against the spinal column by a 
compression bandage, and thus the anterior wall of 
the duodenum is forced against the bleeding ulcer 
bottom as if pressing on the part with the finger. 

I have operated upon 22 cases of duodenal ulcer 
at the stage of severest hemorrhage, ten times with 
exclusion. In six cases hemorrhage was success- 
fully checked, and cure effected. Four cases died 
in spite of the operation. In one case it could be 
demonstrated at the autopsy that the hemorrhage had 
been completely checked (as the small intestine, 
which had been quite full of blood during the opera- 
tion, was now empty). One of the above-mentioned 
cases died of simultaneous perforation peritonitis. 
One case succumbed to anemia, already present. 
The fourth patient died on the fourth day after the 
operation quite suddenly, probably owing to renewed 
hemorrhage. Here the compression of the duodenum 
was insufficient owing to lack of gas. Exclusion has 
the advantage of being easily performed, though it 
is less reliable than resection wherein the bleeding 
vessel is ligatured. ; 

The opinion that resection of the ulcus duoden- 
ali is too difficult and dangerous to perform has 
been refuted by the good results. In a bleeding 
ulcer of the anterior wall, the resection is just as easy 
as an ordinary stomach resection. In ulcers of the 
posterior wall penetrating into the pancreas, I de- 
tach the duodenal wall from the ulcer, leave the ulcer 
base in the pancreas, and ligate the exposed bleed- 
ing artery. I have now performed resection of the 
duodenum at the stage of severest hemorrhage 
twelve times, three times on an ulcer of the anterior 
wall, and nine times on a penetrating ulcer of the 
posterior wall. Of these twelve patients, only one 
died after the operation, a man thirty-three years of 
age, who had had stomach trouble for six years, and 
a seven days’ continuous hemorrhage. After fruit- 
less internal treatment, in a dying state (pulse no 
longer palpable at the wrist for twenty-four hours, 
160 in the arteria carotis) he was sent to operation, 
at which the eroded arteria pancreatico-duodenalis 
was ligated at the ulcer floor. 

All the remaining cases were cured, although the 
early operation could be performed only in two 
cases. The other cases had been sent to operation 
only several days after the beginning of the hemorr- 
hage, and fruitless internal treatment in a state of 
severest acute anemia. 
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The mortality of my resections being 8.3 per cent. 
is therefore not much more than the mortality of 
duodenal resections in general, (hitherto, in 131 re- 
sections of the duodenum, I have had only six 
deaths, therefore a mortality of 4.5 per cent. This 
mortality has deceased to 1.2 per cent by the 80 
cases of the last 2%4 years). If it is possible to bring 
the operation within the first 24 hours for cases of 
acute hemorrhage, resection during the hemorr- 
hage will yield equally good results. 

In the stages of acute hemorrhage, I always re- 
move half the stomach in order to permanently re- 
move the hyperacidity, and to avoid the relapse of 
the ulcer and ulcus pepticum. 

To attain good results, it is necessary to take into 
consideration the general condition of the patient. 
The exclusion of general narcosis in favor of local 
anesthesia is, I consider, one of the most important 
conditions. Even in deep ether narcoses, the danger 
of aspiration is very great. Also, in cases of exces- 
sive anemia, novocain must be aplied very sparing- 
ly (only a one-quarter per cent. solution instead of 
one-half per cent.) while a few drops of ether or 
intravenous ether injection may be given as a stim- 
ulus to avoid collapse. 

I would caution against a splanchnicus anesthesia 
in higher degrees of anemia. We must also be very 
cautious in giving morphine before the operation, and 
must always bear in mind that 0.02 morphine means 
as much for a bloodless person as 0.2 for a normal 
one. 

As the acute hemorrhage from an ulcus duodeni 
always signifies a great danger for the patient, and 
as fatal complications (perforation, bleeding to 
death) can never be avoided with certainty by inter- 
nal treatment, I consider the early operation neces- 
sary in every hemorrhage, i. e., during the first 
twenty-four hours. 

My choice of method is resection of the duo- 
denum, and of half the stomach with direct ligature 
of the bleeding vessel. If the ulcer penetrating into 
the pancreas reaches the papilla, then the resection is 
technically impossible, and the hemorrhage is check- 
ed by complete exclusion of the ulcer, and its com- 
pression by the duodenal wall. 


NON-OBSTRUCTING ULCERs. 
Gastro-enterostomy alone is a useless operation 
for an ulcer that does not obstruct the stomach 
outlet. Such an‘ulcer should be destroyed, excised, 
or resected, or, if conditions do not permit this, the 
pylorus should be closed by purse-string suture. 


SOME NEEDED IMPROVEMENTS IN OUR 
MINOR SURGICAL SERVICES.* 
JoNATHAN M. Warnwricnt, M.D., F.A.C.S., 


SCRANTON, Pa. 


It has for some time seemed to me that the sur- 
gical dispensaries of our general hospitals fall far 
short of as high a standard of work as it is easily 
feasible te. obtain. The same applies with perhaps 
more force to the minor dressings we do in our pri- 
vate offices. Even if there are discrepancies in these 
two points of contact, it might appear that they must 
be too slight and inconsequential to deserve notice, 
time and attention. A little laxness of methods may 
mean only a few days’ further disability in an in- 
dividual case, yet so many thousands of people are 
cared for in our dispensaries and offices that only a 
few days multiplied by these thousands of cases 
represents an enormous sum in unnecessary time 
and money lost by employees. 

I shall very briefly—almost by “tabulation”—in- 
dicate what seem to me the chief points needing 
consideration. These are: 

1. Routine treatment. 

2. Imperfect general cleanliness. 

3. Excessive granulations. 

4. Dry dressings. 

5. Too-long-delayed motion. 

6. Infective use of “antiseptics.” 

7. Failure to remove necrotic or foreign ma- 
terial. 

1. Routine treatment.—Is it not the case that in 
our dispensaries and offices some “favorite” method 
is applied to practically all cases in the rush of a 
busy morning’s work? Yet but few cases are best 
treated by any one method, no matter how good. 
Some cases need ointments ; some need balsam; some 
need antiseptics; some are held back by antiseptics; 
a few need dry dressings; many need massage and 
motion; some need sun or electric light; some need 
nothing but soap; some wounds do best if left en- 
tirely alone. Ninety per cent. of all cases will get 
well a few days or even a few weeks quicker if 
their own particular needs are supplied rather than 
the “favorite” routine of the spot in which their 
ways may have fallen. — 

2. Imperfect general cleanliness—This is per- 
haps the most frequent failure. Go to any dispen- 
sary and you will see wound after wound with dead, 
soggy, bacteria-laden epithelium at its edges or near- 
_ *Read at the 30th Annual Session of the New York and 


New England Association of Railway Surgeons, New York 
City, 1920. 
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by; old dried blood-clots of, weeks ago are still there. 
If it is near the finger tip, the nail and cuticle around 
the sides and base are a disgrace to an American 
schocl boy. We never have had an old case treated 
elsewhere come into our dispensary with a “clean- 
shaven, well-groomed” wound. If I were limited to 
one substance for surgical dressings I would with 
no hesitation choose any good soap. 

3. Excessive granulations—A question akin to 
No. 2. How often can we find wounds with exces- 
sive protruding granulations that the ingrowing skin 
edges have to slowly grind off if they are ever to 
come together at all. A wound with protruding 
granulations is a neglected wound. 

4. Dry dressings.—Fortunately the present styles 
in antiseptics have to an extent diminished dry 
dressings. But, even so, their use is only too fre- 
quent. The way the patients yell when they come off 
would be sufficient objection. Nature, at best, has a 
hard task, but it must often get discouraged when it 
sees a doctor pull off, in the morning, in the dry, 
hard, adherent gauze dressing all the new epithelial 
cells it has been able to produce during the night. 
Except in case of primary suture, I know of very 
few wound conditions that are best treated by a dry 
dressing. 

5. Too-long-delayed motion—The other ques- 
tions discussed effect principally the duration of 
temporary disability. Delay in starting active motion 
is the principal factor influencing prolonged or per- 
manent stiffness or other loss of function. Active 
motion should often be insisted upon at the very first 
dressing. A fibrin patch in a joint or tendon sheath 
may be so well established after twelve hours that it 
will form a permanent crippling adhesion. Physical 
treatment is amply provided for in some institutions, 
but even in these, it is necessary for the patient to be 
up and about before he can get it. Many fractures 
should have active motion in all neighboring joints 
from the first day. If at all applicable, the best ap- 
paratus for a fracture is the thick cotton wrapping, 
introduced, I believe, by Hawley. With this the pa- 
tient has considerable motion in nearby joints. 

6. Ineffective use of antiseptics—When anti- 
septics are needed, are they often used with reason- 
able efficiency? Is the Dakin fluid or Dichloramine-T 
applied with care enough to allow it to have any ef- 
fect at all? The greatest difficulty with antiseptics, 
however, is that their application in any form is too 
often seized upon as a substitute for the detailed 
care needed to produce ordinary mechanical cleanli- 
ness. If the latter is obtained, antiseptics are rarely 


needed. Dr. W. T. Bull many years ago said that 
most trained nurses would have been just as good 
if they had been trained in a soap factory. I have 
only just recently understood what he meant. L 
have myself at times felt that our hospital house- 
keeper would take better care of our surgical dress~ 
ings than the professional staff—she would at least: 
keep them clean. 

7. Failure to remove necrotic or foreign material. 
—How many cases are drifting around our dispen- 
saries month after month with persistent sinuses? 
Yet, the only thing that makes any wound persist 
after a reasonable time is necrotic bone, necrotic 
tendon or a foreign body that nobody takes the time 
and trouble to remove. 


PRIMARY SARCOMA OF THE INTESTINES. 
A REVIEW OF RECORDED CASES. 
Hyman I. Gorpste1n, M.D., ; 
Assistant in Medicine, Graduate School of Medicine, 
University of Pennsylvania, Philadelphia. 
CamopEN, N. J. 
(Concluded from the August Issue.) 


Simon Flexner’s cases (1893) occurred: 

(1.) In a man, aged 27, emaciated. Had a 
new growth of small intestine 2x3.5 cm., and several 
growths in the mesentery and other portions of the 
small intestine. Stomach, adrenals, liver, and pan- 
creas show no tumors. Only one growth found in 
the liver. No traces of any metastases from the in- 
testinal tumors, except the one in the liver. The 
mesenteric, retroperitoneal, and cervical lymph 
nodes all normal. 

(2.) Ina girl 11 years old, apparently well, to the 
date of death. Autopsy by Councilman. The lymph- 
atic tissues all markedly hypertrophied. The swell- 
ing well marked in the stomach and intestines, and 
was not limited to the lymphoid follicles. Lympho- 
sarcomatosis quite general—affecting the duodenum 
and jejunum and ileum, also the liver. Stomach and 
kidneys not examined microscopically. Flexner’s ar- 
ticle covers 38 pages in the Johns Hopkins Hospital 
Reports (Pathology, iii), and includes 89 references 
on the subject of multiple lymphosarcomata. 

Cautley’s case (1919) was an abdominal alveolar 
sarcoma with metastases in the skull. It was a pre- 
vertebral (lumbar) sarcoma, with glandular involve- 
ment. The patient was a male aged 2% years. No 
mention made of the stomach, liver, intestines, or 
pancreas. 

Homans (1897) reported a case of sarcoma in the 
cecum. 
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Perera’s case (1919) was one of congenital mul- 
tiple sarcomatosis; rounded and nodulated tumors 
were scattered throughout the body—abdomen, head, 
chest, extremities. 

Booth’s case (May, 1920) was in a man aged 34 
years, a laborer in a cemetery. Tumor of small in- 
testine 4 feet from the pylorus, mostly in the left 
hypochondriac region. It was a primary small round- 
celled sarcoma of the small intestine. Duration one 
year. Fever resembled typhoid. 

M. B. Clopton (September, 1920) in his article on 
“malignant tumors in childhood” mentions a case of 
intestinal sarcoma in a girl aged 5 years. The neo- 
plastic mass was situated about 12 cm. from the duo- 
deno-jejunal junction and extended downward over 
20 cm., the wall of the tumor varying from 9 mm. to 
2cm. At one point there was a small perforation. 
Metastases were present in the mesenteric glands 
and in the peritoneum, small tumors being found in 
the hernial sacs. The tumor was made up of round 
and oval cells in the meshes of delicate fibrous tissue, 
and was thought to arise in the submucosa. 

Clopton mentions another case operated on else- 
where, the parents being told that the child had a sar- 
coma of the intestines. Nothing could be done for 
this child and it left the hospital without treatment. 

He advises the use of Coley’s toxin, radium and 
roentgen-ray therapy for the sarcomatous tumors. 

J. L. Ransohoff and A. Friedlander, of Cincinnati, 
discuss “Fibrosarcoma (mesentery )—“Solid Tumors 
of the Mesentery” in Ann. Surg., February, 1921, 
LXXIII, No. 2. In their case the man, aged 73 
years, showed a mass the size of an orange, which did 
not seem movable. The patient himself was unaware 
of its presence. Operation January 17, 1920. A 
fibro-sarcoma the size of a fetal head was found in 
the mesosigmoid, just above the rectosigmoid junc- 
tion. Twelve inches of sigmoid were resected, and 
an end-to-end anastomosis made. Shortly after 
operation, recurrence was noted. 

The first mesenteric tumor successfully operated 
upon was a cyst, reported by Tillaux, in 1880. 

Vance in 1906 collected 27 cases reported in the 
5 previous years. Of these 7 were sarcomata, I car- 
cinoma, and the rest were benign tumors of neoplas- 
tic origin. 

Speese (1914) mentions 99 observed cases of in- 
testinal sarcoma in which the type is mentioned: 
Lymphosarcoma 34, myxosarcoma 2, round-cell sar- 
coma 43, myosarcoma 2, spindel-cell sarcoma 13, 
melanotic sarcoma:1, fibrosarcoma 3, mixed-cell sar- 
coma I. Speese was able to collect 12 additional 
cases of intestinal sarcoma since Lecéne’s report of 


89 cases in 1904, making a total of Io1 primary sar- 
comata of the small intestine, collected from the lit- 
erature. Of 53 cases studied—the ileum was involv- 
ed in 32; the duodenum and jejunum in 3; jejunum 
12; jejunum and ileum 2; and entire intestinal tract 
4. Of the 101 cases, Speese found 67 in males and 
34 in females, or nearly twice as many in the male 
sex. | 

PRIMARY SARCOMA OF MESENTERIC LYMPH NODES 

DIRECTLY INFILTRATING SMALL AND 
LARGE INTESTINES. 

Autopsy No. 3815—14—1912, XXIV. (Univ. of 
Penna.) 

Died at the University Hospital, March 1, 1912, 
at 7 A. M. 

Service of Dr. John B. Deaver. 

Autopsy performed by Dr. Lynch. 

Levi, E., white, male, aged 51 years. 

Clinical Diagnosis—Suspected carcinoma of intes- 
tine with perforation. 

Gross Anatomical Diagnosis—Chronic mitral val- 
vulitis; pressure atelectasis of lungs. Nephrolithi- 
asis. 

Metastatic carcinoma of liver, last part of the duo- 
denum; hepatic flexure of colon, and lymph nodes 
(mesenteric). 

Histological Diagnosis—Primary alveolar sar- 
coma,primary in the mesenteric lymph nodes, extend- 
ing into the intestines. 

Small Intestine—At the junction of the duodenum 
and jejunum, the mucosa is covered with small, flat, 
soft nodules, which are not ulcerating, is densely ad- 
herent to the surrounding lymph nodes, and appar- 
ently the perforation has occurred through one of 
these adherent lymph nodes. The new growth is in- 
filtrating the upper coats of the hepatic flexure of the 
colon. The pancreas and stomach, gall-bladder and 
bladder are normal. 


Sections of small intestine show a new growth of 
infiltration in all of nodes and especially in the outer 
coats of the intestine, at one point penetrating into the 
mucosa. This has an arrangement like alveolus, 
whose wall is composed of spindle-cells and whose 
space is filled with oval-cells of fairly uniform size 
about the dimensions of an embryonic connective tis- 
sue cell, with relatively large amount of cytoplasm 
and hyperchromatic nuclei, with occasionally more 
than one to the cell, held in loose fibrillar network. 
Few mitotic nuclei are seen and the bloodvessels, 
which are numerous, in the nodes, are composed of a 
thin wall of young spindle-cells. In certain places 
these cells are arranged more or less perpendicularly 
to the wall, but generally there is no typical arrange- 
ment. Some lymphoid areas remain in the glands. 


In a fairly thorough study of the literature on the 
subject of primary sarcoma of the stomach, tongue, 
esophagus, small intestine, large intestine (and rec- 
tum), gall-bladder, pancreas, and liver, I have been 
able to find only about 592 cases, all told, (of these, 
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there were a small number which could not be ac- 
cepted without some doubt as to the primary origin). 
In this list, the largest number, 265, including the 3 
cases I reported, Karsner’s case, Hertzler’s case, 
Terry’s (2), Moffitt’s, Einhorn’s, Hogler’s, and the 


one case at Johns Hopkins Hospital, examined by 


Dr. Bloodgood, occurred in the stomach; only 17 in 
the appendix; 130 in the large and small intestines ; 
16 in the gall-bladder ; 65 in the tongue; 21 in the eso- 
phagus; 19 in the pancreas; and 59 in the liver. It 
will therefore be seen that in the entire gastro-intes- 
tinal tract, including the tongue, esophagus, stomach, 
and large and small intestines, appendix and rectum, 
there are only about 498 cases of primary sarcoma on 
record in the available literature of the world; and 
that there are not over a hundred cases, authentic 
and accepted, recorded in the entire available litera- 
ture, of primary sarcoma involving the pancreas, liver 
and gall-bladder. 

W. Maxwell Telling (1920) reported a case of pri- 
mary spindle-celled sarcoma of the small intestine 
causing variable but considerable obstruction, due 
probably to a kinking or angulation at the site of the 
tumor. There was only one solitary tumor 2 or 3 
inches over all, the oval growth itself was 114x34”; 
no detectable enlargemerit of the mesenteric glands 
was present. The patient was a boy aged 344 years— 
who had had intermittent attacks of abdominal colic 
for about seven months. The attacks at first came on 
about every 3 or 4 days, and lasted from one-half an 
hour to an hour. The attacks of colic increased in 
severity and duration till they were occurring daily 
and lasting for several hours. No blood had ever 
been noted in the stools. Three inches of bowel were 
excised. (Brit. Jour. of Child’s Dis., XVII, Oct.- 
Dec., 1920, Nos. 202-204, p. 192-195). Telling re- 
ported the case before the Royal Society of Medicine, 
June, 1920, (Sect. Dis. in Children), at Manchester, 
England. 


V. Sala (La Pediatria, 1920, XXVIII, p. 526) records a 
fatal case of small-celled sarcoma of the omentum in a boy 
aged 4 years. He emphasizes several important points: (1) 
that omental tumors may grow very large in children, and 
that therefore they may lose their mobility, (2) pain is an 
almost constant symptom of omental tumors, (3) pressure 
symptoms (pressure on adjacent organs) almost entirely 
dominate the clinical picture, and (4) suddenly death is liable 
to occur, due to compression caused by the enormous develop- 
ment of the tumor. 

C. F. Karshner discussed “Syphilis of the Colon and the 
Lowel Bowel” with report of 3 cases. (Annals of Medicine, 
Vol. I, No. 2, p. 237, July 1920). 

In May 1918, a white female aged about 60 years, died in 
the University Hospital, Phila. At autopsy primary en- 
dothelioma of the small intestine (ileum) was found. The 
patient, M. E. P., was in the service of Professor Alfred 
Stengel. The autopsy was performed by Dr. Fred D. Weid- 
man. Sections were examined by Professor Allen J. Smith 
(Univ. of Penna. Autopsy Records 5827-1918-No. 77, Vol. 
XXX, p. 249-254). 


I wish to thank Professor Allen J. Smith of the 
University of Pennsylvania for his assistance and for 
the privilege of reviewing the autopsy records of the 
University of Pennsylvania and for using some of 
the notes with reports of the cases included in this 
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BIBLIOGRAPHY OF INTESTINAL SARCOMA, 


1. Baci Jalupo, J—Polyadenoma intestinal, Semana Med., 
Buenos Aires, 1918, XXV, 750. 

2. Basset—Primary sarcoma of the small intestine. Bull. 
et Mem. Soc. de Chir. de Paris, 1918, XLIV,1394. 

3. Fioravanti—Benign tumors of intestine: Morgagni, 
Milano, 1918, LX, pt. 2. (Riv.) 259-268. 

4. Fisher, W. H.—Primary Lymphosarcoma of the in- 
testines, with report of 2 cases. Ann. Surg., 1919, 
LXIX, 537-542. 

5. Hamilton—Entero-cystoma with twisted pedicle, 1919, 
Med. Journ. Australia, 1919, II, 195. 

6. Manson—Adenoma of small intestine in an infant, with 
resulting volvulus, Brit. Med. Jour., 1918, II, 432. 

7. Mathews—Myoma of small intestines, Ann. Surg., 
1919, LXIX, 663. 

8. R. Lidenburg—Benign tumors of intestine, with re- 
port of 9 cases, Jour. Laby and Clin. Med., St. Louis, 
1918-19, IV, 434-438. 

9g. Frank—Papilloma of large bowel, Surg., Gynec. and 
Obst. 1919, XXVIII, 524. 

10. Andersen, K.—Intestinal polyposis, Med. Rev., Bergen, 
1918, XX XV, 69-82. 

11. Christopher—1918, Myoma of intestine, VN. Y. Med. 
Jour., CVII, 120. 

12. Meyer—Intraintestinal fibroma, Ann. Surg., 1918, 
LXVIII, 98. 

13. Hanssen—Polyposis Coli, Med. Rev., Bergen, 1918, 
XXXV, 83-87. 

14. Lewisohn—Lipoma of ascending colon, Med Record, 
1918, XCIV, 480. 

15. Kemp—Diseases of stomach and intestines, Ist - ed, 
IQIO, p. 570. 

16. Storch—Deutsch. Ztschr. f. Chir., 1904, CX XVIII, 218. 

17. Weibel, W—Sarcoma in intestine and ovary; Zeitschr 
f. Geburt. W. Gynak, LXXIV, No. 2-3, 1913, p. 1000. 

18. Douglas—Sarcoma of small intestine, Ann. Surg., 1912, 
LV, 400. 

19. Miller—Surg., Gynec. and Obst., 1913, XVII, 210. 

20. E. Libman—Sarcoma of small intestine, Am. Jour. 
Med. Sci., 1900, CX X, 309. 

Libman—Proc. N. Y. Path. Soc., 1913, XIII, 119. 

21. Jopson and White—Sarcoma of large intestine, Am. 
Jour. Med. Sci., 1901, CX XII, 807. 

22. Weiner—Ziegler’s Beitrige, 1899, XXV, 322. 

23. Vander Veer and Kellert—N. Y. State Jour. Med., 
1917, XVII, 335. 

24. Eisenbrey—Proc. N. Y. Path. Soc., 1913, XIII, 116. 

25. Schmidt—Ztschr. f. Path., 1915, XVI, 131. 

26. Jones—Surg. Gynec. and Obst. 1911, XII, 131. Appen- 
dix. 

27. Goldstein—Sarcoma of the appendix, Am. Jour. Med. 
Sci., 1921. 

28. Miloslavich and Namba—Tumors of the appendix, 
Ztschr. f. Krebsforsch., 1913, XII, 14. 

29. Kelly—Proc. Path. Soc. Phila., 1900, N. S. III, 109. 
Appendix. 

30. Van Hook and Kanavel—Sarcoma of Intestine, Keen’s 
Surgery, 1V, p. 693. 

31. Abbe—Sarcoma of Rectum, Keen’s Surgery, IV, p. 
158. 

32. Nothnagel—Erkrankungen des Darms. u. Peritoneum, 
1898. 

33. Pick—Prager. Med. Wchnschrift, 1884, IX, 96. 

34. Baltzer—Neber primare Diinndarmsarcome. Archiv. 
f. klin. Chir, 1892, XLIV, 717. 

35. Blauel—Sarcoma of the Ileocecal region, Virchow’s 
Archiv, 1900, CLXII, 487-500. 


7 
ar- 
lit- | 
lv- 
act 
nd 
DES 
of 
es- 
al- 
thi- | 
uo- 
des 
sar- 
nd- 
um 
Hat, 
ad- | 
ar- 
of 
in- 
the 
and | 
of 
iter | 
the | 
lus, 
ose 
size | 
tis- | 
asm 
ore | 
ork. 
sels, : 
ofa 
aces | 
arly 
nge- 
ds. | 
the 
gue, | 
rec- 
peen 
ese, 


326 GOLDSTEIN—SARCOMA OF THE INTESTINES. 1921. 
36. Van Zwalenberg—Sarcoma of Intestine, 15 Cases, 78. Barlow—Fibrosarcoma of small intestine, and resec- 
Jour. of the A.M.A., March 9, 1901. tion. Canad. Med. Ass. Jour..X, 457, May, 1920. 

37. Djemil-Pacha—Gaz. Med. d’Orient, Constantinople, 79. Hirsch and Wells—Report of a very large retroperi- 
1896-97, XX XIX, 297. toneal liposarcoma, Am. Jour. Med. Sci., CLIX, 356, 

38. Flexner—Two cases of mulitple lymphosarcomata, March, 1920. 

Johns Hotkins Hosp. Reports, Vol. III, 1893, 153. 80. Charrier—Sarcoma of small intestine, recurrence 3 

39. B. Solomons—Fibro-sarcoma of mesentery. Surg. Gyn mos. after double resection, Jour. de. Med. de Bor- 
and Obst. XXVII, 154, August, 1918. deaux, XLI, 202, April 25, 1920. 

August, 1918, Fibro-sarcoma of mesentery. 81. Miiller—Intestinal polyposis, Beitr. z. klin. Chir., 

40. Kenny and Segura—Fibrosarcoma of rectum, Rev. CXIX, 3, 683, 1920. 

Asoc. Med. Argent. XXVIII, 261, March, 1918. 82. Saphir—Large spindle-celled sarcoma of rectum, N. Y. 

41. Hitzroth—Sarcomas of jejunum, Ann. ‘Surg. Sept., Med. Jour., CX, 798, November 15, 1919. 

1915, p. 367. 83. Sabshin—Multiple visceral sarcoma, N. Y. Med. Jour., 

42. Gerster—Two cases of intestinal sarcoma, Ann. Surg., CX, 504, September 20, 1919. 

Sept., 1915, p. 368. 84. Robinson—Large spindle-celled sarcoma of mesentery 

43. Farr—Resection of cecum for sarcoma, involving and ileum, Am. Jour. Obst., LXXX, 554, November, 
ascending colon, Ann. Surg., Vol. 58, p. 818. 1919. 

44. Wild, etc—Sarcoma of Stomach, Progressive Med., 85. Brill — Retroperitoneal myxo-fibro-chondro-sarcoma, 
Dec., 1912, p. 86. Norsk, Mag. f. Laegevidensk, LXXX, 145, February, 

45. Fleming and Stevens—Glasgow Med. Jour., 1893, 1919. 

XXXIX, 455-457. 86. Thvenot and Bouget: Sarcomatous polyposis of small 

46. Moore—Trans. Path. Soc., London, XXXIV, p. 99, intestine, (secondary); Progres. med., XXXIV, 242, 
1883. June 21, 1919. 

47. Molson and MacDonald—Canada Med. and Surg. Jour., 87. Cautley—Alveolar sarcoma with metastases, Brit. Jour. 
May 1882, X, p. 601-603. Child. Dis., XVI, 1919. p. 144-147, No. 187-189. 

48. Hulbert—S?t. Louis Med. and Surg. Jour., 1885, 88. Perera—Congenital sarcomatosis, Lancet, July 5, 1919, 
XLVIII, p. 250. p. 14. 

49. Edwards—Trans. Path. Soc. Phila., 1882, XI, 35., and 89. Genersich—Round-cell sarcoma, primary, of ileum: 
Phila. Med. Times, December 2, 1882, XIII, p. 171. Pest. med. Chir. Presse, Budapest, 1893, X XIX, 390- 

50. Baltzer—Archiv. f. klin. Chir., XIV, 717. 393. 

51. Lindner—lIntestinal lymphosarcomatosis and intussus- 90. Haas—Rare case of jejunal lymphosarcoma; Wien. 
ception of small intestine, Beitraege sur klin, Chir., Med. Presse, 1886, XXVII, 471-473. 

1899. 91. Glinski—Lymphosarcoma of colon; Przegl. lek., 

52. Weir—lIntestinal sarcoma, N. Y. Academy of Med., Krakow, 1902, XLI, 111-114. 

Surg. Sect., May, 1900. Also, Arch. f. Path. Anat., Berlin, 1902, CLXVII, 373- 

53. Ford—Sarcoma and scirrhosis of liver, Am. Jour. Med. 382. 

Sci., 1900, p. 413. 92. Jalland—Lymphosarcoma of small intestine, Lancet, 

54 Churchman—Melanosarcoma of rectum, Am. Jour. 1894, I, 1007. 

Med. Sci., CLV, 639,-May, 1918. 93. Jundell—Primary sarcoma of small intestine, Hygeica, 

55. Mole—Sarcoma of cecum, China Med. Jour. XXXII, 1901, n.f., I, pt. 2, 371-378, (Stockholm). 

29, January, 1918. 94. Kraus—Multiple primary intestinal sarcoma. Prag. 

56. Mackid—Intestinal sarcoma in child, Canad. Med. Ass. Med. Wchnschrf., 1886, XI, 109-111 and Ibid., 1889, 
Jour., VI, 325, April, 1916. XIV, 58. 

57. Potter—Clinical and pathological aspects of intestinal 95. Kast and Rumpel—Metastatic sarcoma of intestine, 
sarcoma, Southwest Jour. Med. and Surg., XXIV, 276, Path. Anat. Tafeln—Hamb. Staatskrankhenh., Wands- 
Sept., 1916. bek-Hamb. 1893, 6, Hit., F. XIII. 

58. Morton—Brit. Med. Jour., 1:413, March 18, 1916. Also Illust. Path. Anat. fol., Lond., 1893, XIII F. pl. 

59. Moller—Hospitalstid, LIX, 679, July 12, 1916. 96. Makaroff—Lymphosarcoma of duodenum. 1897-1898 

60. Wilimowski—Multiple sarcomata, Berlin. klin. Wochn- Protok. 2. asaid. Obsh. Morsk. Vrach. v. Kronstadte, 
schr, 1917, LIV, 1003. XXXVI, 73-78 

61. Calmann—Very large retroperitoneal fibro-lipo-sar- 97. Mermet—Primary sarcoma of intestine—Bull. Soc. 
coma, Deutsch. Med. Wchnschr, XLIII, 222. Anat. de Paris, 1896, LXXI, 828-837. 

62. Index Catalogue of the Surg. Gen. Library, Washing- 98. Pal—Jahrb die Wien. k. k. Kranken anst., 1894; 1806, 
ton, VIII, 1903, p. 303-304. IIT, 543-545 Wien. Leipz. 

63. Von Stapelmohr—Primary sarcoma of great omentum. 99. Williams—Sarcoma of ileum, Railway Surg., 1894, I 
A review of literature: Nord. Med. Ark., Afd. 1., No. 55-57. 

21, 107-118, 1918. 100. Westermark—Primary sarcoma of large intestine. 

64. ee gaat Path. Soc. of Phila. XII, p. 31, Nord. Med. Ark., Stockholm, 1899 N. F., X, No. 26, 
1883-1885. I-34. 

65. Roberts—Trans. Path. Soc. Phila. XII, p. 59, 1883- 101. Mathewson and Gassaway—Chondro-Sarcoma of 
1885. ° ileum, Rep. Super. Surg. Gen. Marine Hosp., 1808, 

66. Musser—Trans. Path. Soc. Phila., XII, 1883-1885. Wash., 1899, 224. 

67. Tyson—Trans. Path. Soc. Phila., XII,, 1883-1885. 102. Verebely—Cecal lymphosarcoma: Orvosi hetil., Buda- 

68. Mitchell—Trans. Path. Soc. Phila., XII, 1883-1885. pest, 1901, XLV, 708. 

69. Seiler—Trans. Path. Soc. Phila., XII, 1883-1885. 103 Sternberg—Multiple sarcoma of intestine: Wien. klin. 

70. Lecene—Travaux de Chirurgie, Paris 1907. Wochnschr, 1901, XIV, 1043-1046. 

71. Munk—Beitraege zur klin. Chir., Bd. LX, 197. 104. Sekiba—Sarcoma of descending colon and jejunum; 

72. Babes and Nanu—Myosarcoma of Intestine, Berlin. Ijt Shinbun, Tokio, 1902, 505-510. 
klin Wochnschr, 1897, XXXIV, 138-140. 105. Siegel—Primary sarcoma intestine, Berlin  klin. 

73. Both—Primary sarcoma of small intestine, Phila. Med. W ochnschr, 1899, XXXVI, 767-770. 

Jour., 1902, IX, p. 896. 106. Schmidt—Lymphosarcomatosis of intestine, Wien. 

74. Chernyakhovski—Primary sarcoma of small intestine, klin. Wochnschr, 1898, XI, 505-511. 

Khirurgia Mosk., 1898, III, 583-601. 107. Perry—Secondary sarcoma of ileum, Trans. Path. Soc. 

75. Engstrom—Sarcoma of small intestine, Finska lak. London, 1892-3, XLIV, 8o. 
sallsk., Handl. Helsingfors, 1897, XX XIX, 906-925. 108. Petit—Sarcoma, Bull. et. mem. Soc. Anat. de Paris, 

76. Frohmann—Primary sarcoma; Chem. u. Med. Unter- 1899, LX XIV, 487. 
such. Festschr., 1901, 101-121. Brnschwg., Max Jaffe. 109, Pozza—Sarcoma of intestine, Osp. S. Antonia, Abate in 

77. O. Berghausen—Lymphosarcoma and syphilis, Am. Fivizzano.,Resoc. Clin. d. sez. Chir., 1981-3, Pontre- 


Jour. Syphilis, TV: 317, April, 1920. 


moli, 1894, 69. 


4 
q] 
H 
i 
q 
i 
i 
i 
i 


VoL. XXXV, No. 10. 


SMITH—UMBILICAL DERMOID. 


AMERICAN 
JourNaL oF. SurRGERY. 327 


110. Rolleston—Secondary melanotic tumors in small in- 
testine: Trans. Path. Sog Lond., 1896-7, XLVIII, 82. 

111. Hartman—Fibrosarcoma (pedunculated) of intestine: 
Bull. et mem. Soc. de Chir., de Paris, 1911, n. s. 
XXXVII, 41-49. 

112. Pavesio, C—Multiple sarcoma of intestine, Riforma. 
med., Napoli, 1911, XX VII, 712-715. 

113. Speese, John—Sarcoma of the small intestine, Annals 
Surg., LIX, 1914, I, p. 727-738. 

114. Telling, W: M.—Brit. J. Dis. Child., XVII, October- 
December, 1920, Nos. 202-204, pp. 192-195. 

115. Lapeyre, H. C—Primary Sarcoma of the rectum, 
Revue de. Chir., 1920 XXXIX, 5 and 6. Gives de- 
tails of 32 cases. 

1425 Broapway. 


A CASE OF CONGENITAL ATHEROMA- 
TOUS (DERMOID) CYST OF THE 
UMBILICUS. 

E. DarGAN SmiTH, M.D., 


LovuIsvIL_e, Ky. 


This case is reported because of the extreme 
rarity of atheromatous cysts of the umbilicus. A 
search through the literature has failed to reveal a 
case report by any American observer. 


On October 2, 1918, F. C. G., age eleven, came to 
my attention with a tumor mass attached to the um- 
bilical cicatrix. 

At birth, or immediately after the cord came away, 
a pedunculated growth, approximately one centi- 
meter in diameter, was observed protruding from 
the umbilical depression. The tumor had always 
been reducible until one year before coming under 
observation. 

There had been no pain nor was the growth ten- 
der on pressure. It was not decreased in size by 
firm taxis. 

The consistency of the tumor was suggestive of 
lipoma. It was conceivable the condition might be 
an umbilical hernia containing a small omental tag, 
which had been shut off from the abdominal cavity. 

The skin was thinned, of normal color and with 
prominent bloodvessels. The ribbon-like pedicle 
measured 2x5 mm., while the cystic portion, which 
had increased rather rapidly in the preceding five 
years, measured 2x3% cm. 

Operation, October 8, 1918. Transverse elliptical 
incision four cm. in length. No abnormal attach- 
ment to the umbilicus from within was found. The 
peritoneum was closed and the fascia overlapped 
from above downward, as advocated by Charles P. 
Noble and Wm. J. Mayo in closure following 
umbilectomy. 

Recovery from the operation was prompt. The 
patient has since remained well. 

The umbilical specimen was submitted to Dr. 
Stuart Graves, who experienced difficulty in secur- 
ing satisfactory sections. He reported the following 
gross description: 

“Specimen consists of elongated umbilicus with 
adjacent skin removed with proximal end. When 
cut surface of latter is stretched out a small dimple 
covered with delicate membrane is seen in the mid- 
dle. When this membrane is nicked a probe can 


be inserted along a canal lined with similar mem- 
brane, smooth and glistening and pale, to distance 
about 18 mm. By opening along inserted probe, 
canal is found to terminate at end of probe. There 
has thus been opened a closed canal about 3x18 
mm. lined with a membrane similar to peritoneum. 
Distal to end of canal a knob-like portion extends 
about 15 mm. This is flabby and covered with pale, 
smooth skin. When opened, it presents a cavity 
abont I cm. in diameter filled with pasty, pale, gran- 
ular material, rather dry. Under high power this 
is seen to be crystalline in nature, dissolving in a 
mixture of absolute alcohol and ether and taking 
Scarlet R. stain in fine droplets, the larger material 
not being dissolved and not taking the stain.” 


On account of the uncertainty as to the nature of 
the growth, a history of the case, together with the 
main portion of the tumor, was sent to Dr. Thomas 


Cullen in Baltimore. His communication of March 
24, 1919, stated in part as follows: 


“We had practically the same experience that 
you did. It was almost impossible to get satis- 
factory sections. We cut sections and they were 
no good. We reembedded the tissue and cut 
more, still it has been almost impossible to cut 
sections thin enough. 

The cyst is lined by an embryonic epithelium 
apparently of the squamous-cell type. In some 
places it is two layers or more in thickness, the 
nuclei are oval and vesicular, but the individual 
cells are not well differentiated. At other 
points there is a definite squamous epithelium 
several layers thick and covering the surface 
is what appears to be an ill-defined horny 
epithelium. Without doubt, we are dealing 
with a small atheromatous cyst.” 

Since there are only a few of these cases on rec- 
ord, little originality is possible in reviewing and ab- 
stracting the literature. On that account, I am tak- 
ing the liberty of quoting from Cullen’s treatise on 
“The Umbilicus and its Diseases” (W. B. Saunders 
Co., 1916): . 

“After carefully analyzing the cases of supposed dermoids 
or atheromata of the umbilicus that are available in the 
literature. I have found among them only six that were 
true umbilical dermoid cysts. These were reported by Kiis- 
ter, Lotzbeck, Morestin, Lannelongue and Fremont, Hue 
and Guelliot. These atheromatous tumors were all noted in 
young patients. In three they were found at birth, in one 
after the cord came away, and in the remaining two they 
had been present since childhood. 

“A dermoid cyst may spring from the umbilical cicatrix 
or from the side of the umbilicus. It may reach the size 
of a walnut and tend to become pedunculated. It may be 
tense or occur as a flaccid sac, It contains sebaceous mate- 
rial, which, on histologic examination, yields epithelium, 
fat-droplets, and frequently cholesterin crystals. The cyst- 
walls examined histologically have shown an inner lining 
of squamous epithelium devoid of hairs or glands of any 
sort, and in none of the cases have hairs been detected in 
the cyst contents. 

“The skin covering these cysts is, as a rule, unaltered. 
In Morestin’s case, however, as a result of the rubbing of 
the clothing, it had become reddened at one point and slight 
suppuration had occurred, followed by discharge of the 
characteristic cyst contents.” 
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THE SURGICAL TREATMENT OF ACUTE 
PELVIC INFECTIONS IN WOMEN. 

“The treatment of acute gonorrheal pelvic inflam- 
matory disease is never surgical.” We qucte this 
from page 415 of the latest American text-book of 
gynecology.* It is a terse and forcible expression 
of the generally accepted view concerning the man- 
agement of acute infections of the female pelvic 
organs. It is based, not on any theoretic considera- 
tions, but upon the accumulated experience that 
radical operations in acute infections of the adnexa 
have been attended with a high mortality and that, 
moreover, as the subsequent course of many of 
these cases shows, they are often unnecessary. 

In the September issue of Surgery, Gynecology 
and Obstetrics, F. G. DuBose, of Selma, Ala., dis- 
putes the wisdom of this conservatism. He says, 
“a review of the literature on this subject contrib- 
uted during the last decade is convincing that mor- 
tality and morbidity following the non-operative, 
the expectant plan, and the conservative-surgical is 
frightful indeed.” In,/his practice “immediate op- 
eration is done in all cases which present the syn- 
drome of acute surgical pelvis if first seen within 
twelve hours after the onset of the infection”! If 

*Gynecology. By Brooke M. Anspach, M.D., Associate 


in Gynecology, University of Pennsylvania. J. B. Lippin- 
cott Company, 1921. 


seen after the first twelve hours he delays for a 
period of observation (usually, it would appear, 
only a brief one), but not beyond a week, and not 
at all if a mass is found in the pelvis! 

DuBose reports “255 pelvic inflammatory cases 
operated upon consecutively,” in three years, with 
but one death. This would indeed show that pri- 
mary, radical operation in acute infections of the 
female pelvic organs, in his hands, can be conducted 
with but a very small mortality percentage. It is, 
it must be conceded, a remarkably good record and 
a statistical tribute to the late Joseph Price of Phil- 
adelphia, whose technic DuBose appears to follow. 

But an analysis of the statistics presents ground 
for arguments from other standpoints than that of 
safety. In these 255 cases the uterus was removed 
in 80 (indications. not stated); both tubes in 76; 
one tube or one ovary, or one tube and one ovary 
in 98; both ovaries were sacrificed in 31 (ages of 
patients not stated). The objection to primary op- 
eration in these acute infections is not wholly, nor 
chiefly, the dangers of the proceeding. It is based 
also. on observations of the subsequent developments 
in these cases. . 

It is quite true that the infection does not always 
become quiescent, nor the pus sterile. Sometimes 
it continues or recrudesces, and occasionally with 
fatal consequences. DuBose refers to the editor’s 
article on Rupture of Pyosalpinx as a Cause of 
Acute Diffuse Purulent Peritonitis* in which, re- 
porting a case successfully operated upon, we col- 
lected g1 recorded cases, with 54 deaths, these latter 
including 36 not operated upon. It must be remem- 
bered, however, that rupture of a pyosalpinx into 
the peritoneal cavity “if not rare, is at any rate very 
unusual,” that many of these were neglected cases, 
and that all but two that were operated upon prompt- 
ly, recovered. Of this accident, which represents 
the most serious development that can threaten in 
acute—or chronic—pyosalpinx we said “rupture is 
a complication too infrequent to gainsay the conserv- 
ative treatment of pyosalpinx, but sufficiently com- 
mon to be borne in mind in the management of 
every case of purulent tubal infection”. . . “attacks 
of severe pain and fever, repeated within a short 
time, should suggest the possibility of impending 
rupture and the desirability of replacing conserva- 
tive with operative treatment.” Close observation 
in all cases will, similarly, give indications for aban- 
doning conservatism when such indications arise.” 


*Brickner: Surgery, Gynecology and Obstetrics, May, 
1912. 
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That chronic pelvic disease, and even occasional 
fatalities, may follow the avoidance of primary radi- 
cal operation does not warrant, we believe, “imme- 
diate operation in all cases .. . . if seen within 12 
hours after onset of the infection” or in all cases 
after a week or as soon as a mass is felt in the 
pelvis. Even were such operations as safe in all 
hands as they are in those of DuBose, it is quite 
evident that in this acute stage conservative surgery 
is well-nigh impossible, and organs or parts of or- 
gans that, at a later stage, might well be spared, 
must needs be sacrificed. DuBose’s records show 
this. 

While a small percentage of acute gonorrheal, and 
other, infections of the adnexa develops peritonitis, 
early or late, and a larger number produce other 
serious but more localized suppurations, the great 
majority run a milder course and can well be al- 
lowed to regress to that stage where a conservative 
operation will be safe and adequate. This is the 
tore important since so many of these cases are of 
recently married women, with no children, in whom 
the possible restoration of fecundity is important. 

Instances to, the contrary notwithstanding, the 
tendency in gonorrheal pyosalpinx is for the pus to 
become sterile, the exudate and accompanying pelvic 
peritonitis to disappear, and the threatening mass to 
develop into a relatively harmless hydrosalpinx or 
even to subside more or less completely. In a goodly 
percentage of the cases that DuBose would operate 
upon at once, the pelvic infection will regress, under 
conservative treatment, to a symptomatic recovery, 
often with little or no palpable remnant of the dis- 
ease. 

It would seem to us just as logical to advocate 
the removal of every testicle and vas deferens acute- 
ly infected with gonorrhea, as to remove within 
twelve hours, or in a week, ovaries and tubes in- 
volved in so early an infection of the pelvis. 

While we believe that DuBose has not made out 
a good case for immediate radical treatment in 
acute pelvic infections in women, his publication has 
emphasized that simple vaginal drainage of an ab- 
scess in these cases is sometimes a very insufficient 
procedure, that pelvic pus pockets “by no means 
regularly become sterile’ and may be a source of 
real danger even after several years, and that radical 
operation, even in the acute stage of infection, can 
be conducted safely. 

In passing, we can not refrain from commenting 
upon a technical point. DuBose operates through 
a median incision. We have elsewhere pointed out 


periodic examinations. 


that median hypogastric incisions (i.e. through the . 
linea alba itself) are not desirable since they are too 
often followed by herniae, even in undrained cases. 
DuBose uses massive gauze drains, and it would 
seem to us highly probable that many of his patients 
develop hernia. 


CANCER WEEK 

The American Society for the Control of Cancer 
has selected October 30th to November 5th for a 
period to be designated “Cancer Week” in which to 
spread throughout the United States and Canada— 
by lectures, literature and posters—the message of 
cancer control, a propaganda of preventive medicine. 

The individual physician net actively engaged in 
the campaign can nevertheless help it much by im- 
pressing upon his patients the great importance of 
Thousands visit their dent- 
ist two or three times a year for inspection. How 
many have learned the importance of regular medi- 
cal inspection ? 


SURGERY IN CHILDREN—ANNOUNCEMENT 
We had expected to make the November issue a 
special number devoted to surgery in childhood, but 
we have so many contributions on general surgery 
awaiting publication that we feel obliged to post- 
pene this special number until a more favorable time. 


Progress in Surgery 
Selections from Recent Literature 


H. Lyons Hunt, M.D., L.R.C.S., (Edin.) 
Abstract Editor. 


Fractures of the Carpal Scaphoid. Aran H. Topp, Lon- 
don. The British Journal of Surgery, July, 1921. 

The great majority of the cases of fracture of the carpal 
scaphoid appearing in the author’s clinic are examples of 
old fracture, and the reason for attending is invariably the 
same, i. e., that the patient has not the same function and 
use of the wrist that he had before the injury. The ma- 
jority of these cases have been treated as sprains through 
misdiagnosis. In general surgical clinics, cases of recent 
fracture of the carpal scaphoid are practically never seen, 
and the writer concludes justly that a number of cases of 
this fracture are overlooked, either do not come to the 
hospital at all, or are to be looked for in the minor casu- 
alty departments, being treated for sprain; and second, 
given a due appreciation of the likelihood of such an injury, 
and being given also an opportunity for radiographic ex- 
amination, such a fracture should not be overlooked. 

In all cases of old fracture, the condition of the wrist 
was such as to materially interfere with the man’s wage- 
earning capacity. While a definite history of the casualty 
can usually be obtained, the exact etiological mechanism is 
not always possible to determine. The writer believes the 
majority of cases are due to a fall on the outstretched arm 
while the wrist is hyperextended. The first sign of the 
fracture is swelling which appears almost at once and is 
most marked in the region known as the “anatomical snuff- 
box”, never great, and never widespread; the tendons 
that form the boundaries of the snuff-box may be ob- 
scured, and the edema may spread a little way upward, 
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tending rather to follow the line of the lower end of the 
radius; but it never surrounds the whole wrist. The folds 
at the wrist are never obliterated. Limitation of exten- 
sion of the wrist-joint is present from the first. Flexion 
is possible. There is no muscular wasting at any stage. 
Radiography should be employed at all times but, without 
the proper technic, fractures of the carpus are easily over- 
looked. A routine treatment of these cases consists in 
preliminary splinting for three or four weeks, followed by 
mobilization and the employment of all the usual physio- 
therapeutic measures, such as whirlpool baths, contrast baths, 
or radiant heat baths. When the hyperemia and other cal- 
lus-promoting conditions have subsided somewhat, it is 
indicated to restore mobility and fuction. 

Operation will usually give good results by excising one 
or both fragments. Operations can be performed under 
local analgesia. An incision is made on the dorsum of the 
wrist, along the anatomical snuff-box; it is deepened, the 
radial nerve and artery being held aside; it goes down paral 
lel with the tendon of the extensor carpi radialis longior, 
and to the inner side of it, care being taken to avoid open- 
ing its sheath; the bone having been removed, the skin is 
sutured, no attempt being made to close the joint-capsule. 
The wrist is bound up and the patient is encouraged to 
make such movements as the bandages allow from the very 


first, and a little later on, massage is instituted. It is ap-. 


parently immaterial whether the whole scaphoid is re- 
moved, or only part of it; the wrist is certainly not weak- 
ened in any perceptible manner by the removal of the whole 
bone, but the results of operation seem to have been as good 
when the proximal fragment alone has been excised. The 
writer calls attention to the fact that in the bibliography of 
fractures of the scaphoid, it is significant that all methods 
of late treatment are uncertain and unsatisfactory, and that 
accurate diagnosis of the fracture in the first instance is 
essential to uniform success in treatment. The article is 
profusely illustrated. 


A New Method of Treating Recent Fracture of the Os 
Calcis. Davin C. Straus. Chicago, Ill. Journal of the 
A. M. A., July 16, 1921. 

In the great majority of cases this fracture is due to a 
fall from a height. When the foot strikes the ground, the 
os calcis is suddenly held rigid while the weight of the body 
is transmitted to the astragalus, which acts as a wedge. 
The tuberosity of the os calcis is forced upward by the 
impact. As a result, the line of fracture usually extends 
downward from the concave articular facet beneath the 
wedge-shaped articular surface of the astragalus. Not 
only is the posterior fragment of the os calcis driven up- 
ward by the impact at the time of fracture, but it is held in 
this position by the constant tone of the Achilles tendon. 
The latter presents the chief obstacle to reduction. The 
longitudinal arch of the foot gives way at the time of frac- 
ture, with a resulting traumatic flat-foot. 

Straus evolved the following method of treatment: 

The patient is placed on a Hawley table under ether 
anesthesia. Subcutaneous tenotomy of the Achilles tendon 
is performed. A long Steinmann pin of the latest model, 
which screws together at its center, ‘is used. After the 
upper surface of the body of the os calcis immediately in 
front of the Achilles tendon on the medial side of the foot 
has been palpated, the Steinmann pin is pushed through the 
skin, from the medial to the lateral surface of the heel, so 
as to avoid striking the posterior tibial vessels, and so as 
to lie immediately above the body of the os calcis and 
immediately anterior to the Achilles tendon. The pin ex- 
tends an equal distance beyond each side of the foot. 

Over a dressing the Steinmann caliper is applied to the 
pin, and downward traction is effected by an assistant. The 
reduction is then made in the usual manner. Any impac- 
tion is broken up. The posterior fragment is drawn strongly 
downward, while the anterior portion of the foot is forced 
downward and strongly inverted, while counterpressure up- 
ward is made against the anterior fragment of the os 
calcis and the arch of the foot, by means of an orthopedic 
block. The block also aids in correcting the median dis- 
placement of the astragalus while the foot is held in the 
corrected position, and sheet wadding is applied from the 
knee to the toes. A plaster-of-Paris cast is applied, reach- 


ing from the tuberosity of the tibia to the heads of the 
metatarsal bones. While waiting for the cast to set, con- 
tinuous traction downward is maintained and upward pres- 
sure on the anterior fragment and the instep is secured by 
use of the orthopedic block, care being taken to hold the 
astragalus in its proper position. This position is main- 
tained until the plaster has set. The Steinmann pin is now 
unscrewed and each half is removed. Since the two por- 
tions of the pin are removed from within outward, there 
is no danger of infection. This is further guarded against 
by injecting, with a medicine dropper, a few drops of tinc- 
ture of iodin through the holes in the plaster cast left by 
the removal of the pin. 

The cast is left on for four weeks. Then passive mo- 
tion is begun, with massage and hot footbaths, daily. - The 
patient is not allowed to bear any weight on the foot till 
the end of ten weeks. He is then fitted with an arch sup- 
port, and begins to walk with the aid of crutches. 


A Study of the Ossification Centers of the Wrist, 
Knee and Ankle at Birth, with Particular Refer- 
ence to the Physical Development and Maturity of 
the Newborn. Frep L, Apair and Ricwarp E. Scam- 
MON, Minneapolis, Minn. The American Journal of 
Obstetrics and Gynecology, July, 1921. 

The study was undertaken with the object of determin- 
ing the condition of the ossification centers of the wrist, 
knee and ankle in the newborn, their interrelationships, 
and particularly their relation to the maturity and to the 
size of the child. Incidentally were considered the effect 
of parity and sex upon the condition of these centers at 
birth. The material consisted of 100 newborn children 
(45 females and 55 males) taken seriatim. Each of these 
children was weighed and was measured for total length, 
and radiographs were made of the ankles, knees and 
wrists of both sides within 48 hours after birth. 

The authors make the following summary: 

1. The inferior femoral epiphysis, judging from all 
available data, is present in about I case in 20 in the 
eighth fetal month, and in 1 case in 3 in the ninth month, 
in 6 cases in 7 in the tenth month, and in about 19 cases 
in 20 at birth (full-term infants). If not present at birth, 
the center appears before the close of the first postnatal 
month. In this series the center was present in 98 per 
cent. of all newborn children. 

2. The superior tibial epiphysis, judging from all avail- 
able material, is almost never present before the ninth 
fetal month. It is found in 1 case in 17 in the ninth 
month, about 2 cases in 5 in the tenth month and in about 
seven-eights of all full-term newborn children. It was 
present in 81 per cent. of the cases in our series. - 

3. The cuboid, according to all available data, first ap- 
pears at about the beginning of the ninth fetal month. It 
is present, on the average, in about I case in 25 in the 
ninth month, in about 1 case in 4 in the tenth month, and 
in about 3 cases in 5 in full-term newborn children. In 
this series the center was present in a much smaller per 
cent. of all cases than is reported by other investigators 
(38 per cent.). 

4. Two carpal ossification centers, those of the os capi- 
tatum (os magnum) and of the os hamatum (unciform), 
may be present in the newborn. In our. series the os capi- 
tatum was present in I5 per cent., and the os hamatum in 
Q per cent. of all cases. 

5. There is a close relation between total body-length 
and frequency of ossification of the several centers dis- 
cussed in this paper. A similar, but less close, correlation 
exists between frequency of ossification and the body- 
weight. 

6. In this material the correlation of body-weight, total 
body-length and frequency of ossification with menstrual 
age was quite close for the middle members of the series 
ranging in menstrual age from 270 to 300 days. But the 
outlying cases (having a menstrual age of less than 270 
or more than 300 days) show little relation between these 
measures of bodily development and age as determined 
from the menstrual history. 

7. Our evidence points to the conclusion that ossifica- 
tion proceeds slightly more rapidly in females than in 
males during intrauterine life even though the weight and 
dimensions of the females are less than those of the males. 
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8. Our observations show no direct evidence of any re- 
lation between parity and thé rate of ossification in intra- 
uterine life. 

9. Variations in the number of ossification centers 
present for individual bones were limited to the os capi- 
tatum and os cuboideum. The latter is formed from an 
extremely variable number of centers. When anomalies 
in the number of centers are present they are often asym- 
metrical. 

10. Variations in the order of appearance of centers 
were decidedly unusual in our material, being confined to 
premature ossification of the os cuboideum (2 cases) and 
of the premature ossification of the os capitatum (2 cases). 

11. The usual order of appearance of the centers under 
consideration is as follows: (a) Inferior femoral epi- 
physis; (b) Superior tibial epiphysis; (c) Cuboid; (d) 
Os capitatum; (e) Os hamatum. 


Differential Diagnosis in Destructive Lesions of the 
Great Trochanter. Report of Two Illustrative 
Cases. C. W. Peazopy, Boston. The Boston Medical 
and Surgical Journal, July 28, 1921. 

The author reports the result of studying two cases 
interesting on account of many points of similarity. In 
one case, the progressive course was not influenced -by any 
constitutional or hygienic treatment or by rest of the part. 
A marked sensitiveness in a subcutaneous area lacking any 
of the cardinal signs of inflammation and diffuse changes 
as shown by +-ray examination indicate neoplasm. A more 
chronic course, the exacerbation of symptoms on use, with 
alleviation by rest, and the circumscribed, moderately re- 
active x-ray picture, point toward tuberculosis. After a 
careful search of hospital records, the writer reports that 
tuberculosis of the trochanter is quite rare, and that when 
found, it should receive surgical intervention before the 
sinus stage has been reached. 


Results of Institutional Treatment in Surgical Tuber- 
culosis. E. D. Tertrorp, Manchester, Eng. The 
British Medical Journal, July 2, 1921. 

The figures given in this article refer solely to the child 
crippled by tuberculosis, and embody the results obtained 
by me from work done at the Manchester Residential 
Schools for Crippled Children over the period 1905-18. 

A careful investigation was made into the after-history 
of 159 cases which have been traced and examined. All 
the children dealt with in this report were discharged 
from the schools not less than three years ago. 


RESULTS IN CASES. 
Alive but 
Alive Disease still 
and Well Present Died 


Tuberculous disease of spine. 34 10 26 
Tuberculous disease of hip.. 38 5 9 
Tuberculous disease of knee. 28 I 2 
Tuberculous disease of foot. 6 


106 16 37 
The cause of death is not known in all the 37 cases. 
This figure includes two instances of death by accident, 
and there would, of course, be a certain mortality due to 
causes other than tuberculosis. Deducting the two cases 
of accident the number of deaths is 35, and we can obtain 
from the figures the following definite result: 

Out of 100 children between the ages of 5 and 16 years, 
treated under good conditions for tuberculous disease of 
the spine and lower extremities, 68 will be cured and able 
to attend an ordinary school or follow a useful employ- 
ment; 10 will receive no permanent benefit, and 22 will 
die from the disease or its sequelae. 

The very grave nature of tuberculous disease of the 
spine is well shown by the figures; of 70 patients with it 
no fewer than 26 are dead. The mortality is much less 
for disease of the hip; 9 out of 52. The knee shows only 
2 out of 31. The 6 cases of disease of the ankle and foot 
recovered completely. 

The development of abscess is always of grave omen, 
and it is interesting to note that of the 35 cases who died 
no fewer than 29 showed evidence of abscess formation on 
admission to the schools. 


The results given above are not so favorable as others 
which have been published, particularly by more favored 
institutions in the South of England. It would appear 
that the further north one goes the more virulent does 
surgical tuberculosis become—for which the more adverse 
i and absence of sun are no doubt mainly respon- 
sible. 

A point of very real importance is the length of time 
needed for the treatment of these cases, since this bears 
directly on the cost and number of beds requird in any 
suggested scheme. The average time is certainly longer 
than is commonly supposed or usually indicated in the text- 
books. In Telford’s own cases of surgical tuberculosis of 
the spirfe and lower extremity the average duration of in- 
patient treatment is three years and two months. 


Non-Operative Treatment of Fractures of Cervical 
Vertebrae With Cord Injury. The Result in 
Four Cases. Micuart Osnato, New York, N. Y. 
Journal of the A. M. A., June 18, 1921. 

These four cases gave a mortality of 25 per cent, with 
findoubted cord injuries. From the neurologic findings 
the first case was probably a complete crush of the cervical 
cord, and resulted, as all of these cases do, in death with- 
in a few months after the injury. The other three cases 
were examples of partial involvement of the cervical cord, 
and all three of the patients recovered without operation. 


A Case of Gynatresia with Pregnancy. (Ein Fall von 
Gynatresia hymenalis mit Graviditét). A. Gross, Zen- 
tralblatt fiir Gynakologie, August 6, 1921. 

A three months’ pregnancy was noted in spite of complete 
hymenial occlusion. The menstrual blood had escaped from, 
and the sperma gained access to, the vagina by a narrow pas- 
sage in the anterior vaginal wall. This passage terminated 
in the Jower wall of the urethra external to the vesical 
sphincter. 


Induction of Labor by Means of Rupture of the Mem- 
branes and Exhibition of Quinine. (Mit Eihaut- 
stich kombinierte Chinindarreichung zur Einleitung der 
Geburt bzw. der Friithgeburt). Apert FULOp, Zentral- 
blatt fiir Gynékologie, August 6, 1921. 

Bougies, bags and other methods increase the danger of 
infection. In 15 cases Fiilép was able promptly to bring on 
labor which lasted on the average only 24.9 hours. Under 
aseptic precautions the membranes were ruptured with a 
bullet forceps. Two hours later 7.5 grains, in 25 per cent. 
solution of chinin bihydrochloricum were given intravenous- 
ly and a similar dose intramuscularly. If the pains de- 
crease another intramuscular injection may be given. The 
method should be reserved for cephalic presentations. 


Book Reviews 


Operative Surgery. By J. Surrton Horstey, M.D., 
F.A.C.S., Attending Surgeon, St. Elizabeth’s Hospital, 
Richmond, Va. Imperial octavo; 721 pages; 613 illus- 
trations. St Louis: C. V. Mossy Company, 1921. 

Surgeons are gradually coming to recognize that the mere 
anatomic restoration of a diseased area of the body does not 
always insure either a renewal of the old normal physiology 
or a new symptomless one. More and more energy is be- 
ing expended towards the arrangement of our operative 
technic with this in view. Therefore any book in which par- 
ticular stress is laid upon the preservation of physiologic 
function is of value. Other phenomena which we are learn- 
ing to appreciate are the biologic processes that follow sur- 
gical operations in the transition towards cure. 

Horsley’s work is of value from both of these points of 
view. 

It is not, as its title might lead one to suppose, a complete 
reference work on operative surgery. It does cover, how- 
ever, a wide range of general surgical operations, regionally 
considered, and well described. Much space, proportionate- 
ly, is devoted to vascular surgery, a field in which the au- 
thor’s various publications have evinced his especial interest. 
In the chapter on Blood Transfusion he describes the meth- 
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ods of vessel anastomisis by Crile’s canula and by suture 
(Horsley’s technic). Both, of these, vastly important as 
they were some years ago in establishing blood transfusion 
in surgical therapy, are now of merely historic interest. 
Surgeons (and physicians) today use, in preference, the far 
simpler and surer semi-direct method of Unger (to which 
Horsley makes no reference) or the still simpler indirect, 
“citrate,” method of Lewisohn. Horsley himself says he is 
now using Bernheim’s canula method “almost exclusively”. 

It would be easy, indeed, to find faults in a work which, 
admittedly, is not intended to be complete. For example, 
Horsley describes the removal of hemorrhoids by clamp and 
cautery and by ligation, but—except in the Whitehead opera- 
tion—not by suture, which, in the opinion of the reviewer, 
is the best method. 

Authors are frequently referred to, but the literary ref- 
erence is supplied only occasionally. The illustrations, well- 
executed half-tone and line drawings, are numerous and 
very helpful. 

The student, or the graduate, would make a mistake to 
purchase this book as his sole reference work on operative 
surgery. For supplemental reading, however, and as the 
exposition of the experience of a thoughtful and competent 
surgeon, he will find it interesting and stimulating. 


Infections of the Hand. A Guide to the Surgical Treat- 
ment of Acute and Chronic Suppurative Processes in the 
Fingers, Hand and Forearm. By ALLEN B. KANAVEL, 
M.D., Assistant Professor of Surgery, Northwestern 
University Medical School; Attending Surgeon, Wes- 
ley and Cook County Hospitals, Chicago. Fourth Edi- 
tion. Octavo; 500 pages; 185 illustrations. Philadelphia 
and New York: Lea & FEeEsicer, 1921, 

Kanavel’s classic on Infections of the Hand, based as it 
is on painstaking anatomical studies and experiments and on 
careful clinical observations, took its place as the standard 
reference work upon that subject when the first edition 
appeared several years ago. It has maintained that place 
since then. 

In this, the fourth, edition there has been added a chapter 
of 28 pages on physio-therapeutic measures in The Restora- 
tion of Function in Infections of the Hand, and the section 
on Gas-bacillus Infection has been re-written in the light 
of knowledge acquired in the recent war. There are other 
revisions, e. g., in the section on Anthrax and in the discus- 
sion of staphylococcus and streptococcus infections, which, 
though not extensive nor very important, are sufficiently 
scattered through the text to indicate that it was carefully 
gone over before re-printing. ~ 

Than the hand, there is no part of the body where, in pro- 
portion to its regional extent, infection can be so disastrous 
to form and function; no part that is as commonly the seat 
of infection; no part in. which the management of a sup- 
purative process more thoroughly tests the surgeon’s ex- 
perience, knowledge and judgment. Familiarity with Kan- 
avel’s teachings should be part of the equipment of every 
general surgeon. His book belongs in the library of every 
surgeon who reads English. 


Books Received 


The Fundamentals of Bacteriology. By CHartes Brap- 
FIELD Morrey, B.A., M.D., Professor of Bacteriology 
and Head of the Department in the Ohio State Univer- 
sity, Columbus, Ohio. Second Edition. Duodecimo; 320 
pages; 177 illustrations. Philadelphia and New York: 
Lea & FEBIGER, 1921. 


Leitfaden fiir den Geburtshilflichen Operationskurs. 
Von Dr. med. et art. obs. h. c. ALBERT DODERLEIN, 
Geheimer Hofrat, 0. 6. Professor der Geburtshilfe und 
Gynakologie und Direktor der Universitats-Frauen- 
klinik in Miinchen. X/II Auflage. Duodecimo; 272 
seiten; 172 abbildungen. Leipzig: Georc THIEME, 1921. 


The Diagnosis and Treatment of Intussusception. By 
Cuartes P. B. Crusse, L.R.C.P., M.R.C.S., Consult- 
ing Surgeon to the Royal Prince Afred Hospital; 
Consulting Surgeon to the Coast Hospital, Sydney; 
Hon. Surgeon to the Royal Alexandra Hospital for 
Children; Late Lecturer in Clinical Surgery, Univer- 
sity of Sydney, New South Wales. Second Edition. 
Small octavo; 91 pages. London: Henry Frowone; 
Hopper & STOUGHTON, 1921. 


A Physical Interpretation of Shock, Exhaustion, and 
Restoration. An Extension of the Kinetic Theory. 
By Georce W. Crite, M.D., Senior Consultant in Surg- 
ical Research, A.E.F., 1917-1918; Professor of Surg- 
ery, School of Medicine, Western Reserve University ; 
Visiting Surgeon to the Lakeside Hospital, Cleveland, 
Ohio. Edited by Amy F. Row ann, B.S. Imperial 
octavo; 232 pages; illustrated. London: Henry 
Frowve; Hopper & STOUGHTON, 1921. 


Graphic Methods in Heart Disease. By Joun Hay, M.D., 
F.R.C.P., Honorary Physician, Liverpool Royal Infirm- 
ary; Honorary Consulting Physician, Ministry of Pen- 
sions; Late Consulting Physician in Diseases of the 
Heart (Western Command). With an Introduction by 
Sir JaMes Mackenzie, M.D., F.R.C.P. Octavo; 178 
pages; illustrated. London: Henry Frowpe, Oxford 
University Press; Hopper & StouGHToN, 1921. 


The Science of Ourselves, (A Sequel to the “Descent of 
Man”). By Sir Bamprytpe Futter, K.C.S.I., C.LE., 
Author of “Studies of Indian Life and Sentiment”, 
“The Empire of India”, “Life and Human Nature”, and 
Other Works. Octavo; 326 pages. London: Henry 
Frowpe, Oxford University Press; Hopper & StouGH- 
TON, 1921. 


Surgical Aspects of Dysentery, Including Liver Ab- 
scess. By Zacuary Cope, B.A., M.D., M:S., London. 
F.R.C.S. Eng.; Surgeon to Out-Patients, St. Mary’s 
Hospital; Surgeon to the Bolingbroke Hospital; Capt. 
R.A.M.C., T. F.; Surgical Specialist with Mesopotamian 
Exped. Force, 1916-1919; Hunterian Professor, R. C. S. 
Octavo; 157 pages illustrated. London: Henry 
FrowpE; Hopper & STOUGHTON, 1920. 


Gynecology. By Brooke M. Anspacnu, M.D., Associate 
in Gynecology, University of Pennsylvania. With an 
Introduction by Joun G. CLarK. Royal Octavo; 752 
pages; 526 illustrations. Philadelphia and London: 
J. B. Lippincott Company, 1921. 


Studies in Deficiency Disease. By Ropert McGarri- 
son, M.D., D.Sc., Hon. LL.D. (Belf.), Fellow of 
the Royal College of Physicians, London; Lauréat de 
l’Académie de Médecine, Paris; Honorary Surgeon to 
the Viceroy of India; Lieutenant-Colonel, Indian 
Medical Service. Imperial octavo; 270 pages; illus- 
trated. London: Henry Frowpe; Hopper & StouGH- 
TON, 1921, 


The Oxford Medicine. By Various Authors. Edited 
by Henry A. Curistiran, A.M., M.D., Hersey Pro- 
fessor of the Theory and Practice of Physic, Harvard 
University ; Physician-in-Chief to the Peter Bent Brig- 
ham Hospital, Boston, Mass., and Sir JAMES MACKEN- 
ziE, M.D., F.R.C.P., LL.D., F.R.S., Consulting Phy- 
sician to the London Hospital, and Director of the 
Clinical Institute, St. Andrews, Scotlanad. In Six 
Volumes. Volume IV. Diseases of the Lymphatic Tis- 
sue, Metabolism, Locomotory Apparatus, Industrial Dis- 
ease and Infectious Diseases. Imperial octavo; 938 
pages; illustrated. New York, London, Toronto, Mel- 
bourne, Bombay: Oxrorp University Press, 1921. 


Prosthetic Dentistry. A Text-Book on the Chair-side 
Work for Producing Plate Dentures. By Dovcras 
GasELL, L.R.C.P., M.R.C.S., L.D.S., Dental Surgeon 
to the Royal Dental and Charing Cross Hospitals; 
Lecturer on Dental Mechanics to the University of 
London at the Royal Dental Hospital. Duodecimo; 
237. pages; illustrated. London. Henry Frowpe; 
Hopper & STOUGHTON, 1921. 
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